The first description of this entity appeared in an article in 1864 by Buchanan, 5 who described the clinical and postmortem findings in one of his patients, a 61/2-month-old, emaciated child who had a single vessel arising fronm the heart. The two coronary arteries arose normally. From the posterior aspect of this trunk, two pulmonary arteries took origin independently. The valve was composed of three cusps, one of which, however, was large and "looked much like two imperfect valves joined together." He further said "immediately beyond the origin of the pulmonary vessels, the aorta left the pericardium, gave off three large systemic vessels in the ordinary way The systolic thrill, when nloted, was predominantly at the left sternal border or xiphoid. However, in one autopsied ease it was mnaxinmal at the second right intercostal space. The cardiac impulse was described in 17 cases and was left ventricular in four, right ventricular in six, and combined right and left ventricular in seven cases.
The first heart sound was described as norinal and the second as accentuated in all. The second sound was thought to be single in six, narrowly split in eight, and was not clearly described in five cases. A loud, constant, systolic click was audible in 10 cases and a third sound was heard at the apex in seven. The systolic murmur varied from holosystolic to the ejection type and was loudest at the lower or mid-left sternal border in all. In addition, in five autopsied and three of the living eases, a stenotic murmur was also heard at the base, more commonly at the second right than the second left intercostal space.
Among the 10 patients with diastolic murmur, nine had a protodiastolic blow, suggestive of semilunar valve regurgitation and distinctly separate from the systolic murmur, Catheterization data were available in 10 patients (tables 6 and 7).
The right ventricular pressure was at systemic level in nine of the 10 patients in whom it was measured (fig. 4) .
The pulmonary artery was entered in five cases and in two of these the pressure, as expected, was identical to "aortic" pressure ( fig. 5 ). Interestingly enough in three cases the pulmonary artery pressure was significantly lower than that in the common trunk as seen in withdrawal tracings ( fig. 6 ).
The pulmonary artery " wedge pressure" was elevated in the two cases where it was obtained. Systemic arterial pulse pressure, a measure of aortic run off, varied from 32 to 45 mm. Hg in five and 45 to 58 mm. Hg in the other five cases.
The pulmonary artery saturation was identical to "aortie" saturation in four of the five cases in which the pulmonary artery was entered. In case 6, however, it was below systemic saturation by almost 10 per cent. The right ventricular saturation showed the pres- Estimation of pulnlonary alnd systemic flow was fraught with so many inaccuracies in these patients that they are presented in table 7 The number of cusps in the truncus valve varied from two to four but in over half of the cases there were three cusps, with or without evidence for two fused cusps. In case 12, with two cusps only, both coronary arteries came off above the large posterior cusp (the anterior cusp was small). In two cases (no. 5 and 11) there was a single coronary ostiumn giving rise to a coronary artery dividing into two branehes with normal distribution thereafter. The aortic arch was right-sided in five and in two of these the descending aorta was also right-sided. At cardiac catheterization, slight arterial unsaturation and a left-to-right shunt were invariably noted. The level of shunt was at the ventricular or pulmonary artery level, or both, resulting in identical pressure and saturation in the "aorta" and "pulmonary artery" in most, but not in all instances. The course of the catheter deserves comment in that the pulmonary artery, as expected, was never entered from the right ventricle. Entrance into the pulmonary artery from the "ascending aorta," however, was not impossible and was accomplished in five of the 10 cases. Among the most interesting features brought out by these catheterization data were instances of distinct differences in saturation or pressure between " aorta" and "pulmonary artery," due either to obstruction to flow or to streaming. This point has not been emphasized in the literature.
The early fatal course of these patients is worth noting. The short life expectancy as well as the development of pulmonary vascular obstructive disease in the remaining patients indicates that this is an extremely serious anomaly. Thus At cardiac catheterization distinct but slight differences in pressures or saturations between pulmonary arteries and "ascending aorta" do not exclude the diagnosis of persistent truncus arteriosus.
The prognosis is uniformly poor. Most infants die in congestive heart failure within the first 6 months of life, others develop pulmonary vascular obstructive disease in later years.
